The clinicalpresentation ofcalcific retropharyngeal tendinitis, a rare entity, canmimicmoreserious disorders. We describe thecase ofa35-year-old man whowasreferred to usfor evaluation of a suspected retropharyngeal abscess. At presentation, thepatient reported severe cervical pain and stiffness. He exhibited mild fever, torticollis, and a moderately elevated whiteblood count; noswelling of the retropharyngeal wallwasobserved. Based on the results of plain radiography and computed tomography (CT), we diagnosed the patient with calcific retropharyngeal tendinitis. He was treated with a 7-day course of a nonsteroidal anti-inflammatory drug and a 3-day course of a steroid, and he recovered well. Wesuggest that the true incidence of calcific retropharyngeal tendinitis is actually higher than what is generally believed because this diagnosis isfrequently missed. Contrast-enhancedCTcan aid in diagnosing calcific retropharyngeal tendinitis. CT should beperformedin patients who present with nonspecific symptoms such as severe neckpain, sore throat, odynophagia, and mildfever.
Introduction
Calcific retropharyngeal tendinitis is a rare clinical entity. Affected patients generallypresentwith an inflammation ofthe longus colli muscle tendon.P This tendon islocated on the anterior surface of the vertebral column, and it extends from the atlas to the third thoracic vertebra. Based on clinical findings, calcific retropharyngeal tendinitis is often misdiagnosed as severe pharyngitis, a retropharyngeal abscess, infectious spondylitis, or a traumatic injury. 1-9 An early diagnosis is important to avoid overtreatment. We report a new case to enlighten clinidans about the characteristics of this unusual finding.
Case report
A 35-year-old Japanese man was admitted to another hospital with a I-day history of severe neck pain and stiffness. Based on the results ofcomputed tomography (CT), he was diagnosed with a retropharyngeal abscess. He was then referred to our hospital for surgery.
Upon examination at our institution, the patient presented with severe neck pain, sore throat, torticollis, and mild fever (37.2°C). The pharyngeal mucosa exhibited only mild congestion; no swelling was evident (figure 1). Blood tests revealed a moderately elevated white blood cell count (l6,850/mm 3 ) and a slightly high C-reactive protein level (1.7 mg/dl).
A neckx-ray detected calcium deposits anterior to the cervical spine at the level ofCl. Contrast-enhanced CT found no signs of an abscess, but it did clearly demonstrate reactive swelling of the retropharyngeal tissues and calcifications anterior to the cervical spine at CI (figure 2). Based on these findings, we diagnosed the patient's condition as calcific retropharyngeal tendinitis, and thus we were able to avoid further hospitalization, an emergency drainage operation, and intravenous administration of antibiotics.
The patient was treated with 7 days of nonsteroidal anti-inflammatory drug (NSAID) therapy (diclofenac at 75 mg/day for 3 days followed by 50 mg/day for 4 days) and 3 days of a steroid (dexamethasone at 8 mgt day). Two weeks after the initiation of treatment, he was asymptomatic. NSAID and a steroid." However, some studies have shown positive outcomes with a 2-to 3-week course of NSAID monotherapy,":" As a result, the role ofsteroids in treating calcific retropharyngeal tendinitis has come into question. Treatment regimens for retropharyngeal abscess and infectious spondylitis require additional modalities, such as emergency surgical drainage and intravenous antibiotic therapy?" Therefore, a precise diagnosis of calcific retropharyngeal tendinitis early in the disease course is crucial to avoiding unnecessary treatment.
Clinicians should consider the possibility of calcific retropharyngeal tendinitis when evaluating a patient with nonspecific symptoms such as severe neck pain, sore throat, odynophagia, and mild fever.Wesuggest that 
Discussion
Calcific retropharyngeal tendinitis is an inflammatory condition caused by deposition of Ca'" hydroxyapatite crystals in the superior oblique tendon fibers of the longus colli muscle. An acute inflammatory response Occurs when these deposits rupture." The etiology of these crystals appears to involve both genetic and metabolic components.
The risk factors for calcific retropharyngeal tendinitis include chronic trauma, inflammation, and tendinous degeneration.'? Its clinical symptoms include gradually progressive severe neck pain, sore throat, odynophagia, and mild fever over a period of 1 or 2 days. The pain is aggravated during swallowing and head and neck movement.v-" Many patients with calcific retropharyngeal tendinitis show mild leukocytosis (10,000 to 15,000/f1l), but the cause of this elevation remains to be elucidated. 1 ,5,7,12,13 Clinically, calcific retropharyngeal tendinitis can be mistaken for severe pharyngitis, retropharyngeal abscess, infectious spondylitis, and traumatic Injury,"? In particular, it is difficult to distinguish calcific retropharyngeal tendinitis from retropharyngeal abscess based on symptoms alone; a definitive diagnosis requires confirmation by imaging studies."
The radiographic features of calcific retropharyngeal tendinitis include prevertebral soft-tissue swelling between Cl and C4 along with amorphous calcific density in the longus colli muscle tendon anterior to the body of C2 and inferior to the anterior arch of C1. 2 The calcifications are not always visible on plain x-ray,'
As it was in our case, contrast-enhanced CT is very helpful in distinguishing calcificretropharyngeal tendinitis from retropharyngeal abscess." Indeed, CT is the gold standard for identifying calcific retropharyngeal tendinitis. Of note, the incidence of adult cases of retropharyngeal abscess has increased of late," and some cases have been reported that did not include swelling of the pharyngeal mucosa."
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